Sir,

A 37 years old female, seventh gravida at 19 weeks post-gestational age, had come for medical termination of pregnancy and tubal ligation. She was a known case of Ebstein\'s anomaly diagnosed in childhood. She had no history of recurrent respiratory tract infection, cyanosis or heart failure in the past.

She had a spontaneous conception five years back. She aborted this pregnancy by native methods at 16 weeks following which she developed sepsis with disseminated intravascular coagulation and infective endocarditis. Echocardiography showed a large vegetation on the downwardly displaces tricuspid valve. She was managed with broad spectrum antibiotics and tricuspid valvectomy with vegetectomy and AML pericardial patch repair. Postoperatively echocardiography showed normal biventricular function with severe tricuspid regurgitation and mild right atrial and right ventricular dilatation. There was no atrial septal defect, pulmonary arterial hypertention or vegetation. She was prescribed torsemide 10 mg once daily orally with syrup potassium chloride 10 ml twice daily.

At present she had mild complaints of chest pain, breathlessness, palpitation or syncope. On examination her jugular venous pressure was elevated. On auscultation she had pansystolic murmur in tricuspid area. Chest X-ray showed cardiomegaly. Electrocardiography showed normal sinus rhythm with right bundle branch block. Echocardiography showed absent tricuspid valve, severe tricuspid regurgitation, no vegetation or clots, no pulmonary arterial hypertension. Hemogram, renal and liver function tests were normal.

Patient was premedicated with Ranitidine 150 mg orally on the night before and the morning of surgery. Ampicillin 2 g and gentamycin 80 mg were given intravenously 30 min before shifting to operating room on the morning of surgery.

After shifting the patient to operating room, all the standard monitors (ECG, NIBP, Pulse Oximetry) were attached. A 16G intravenous access was taken in the left upper limb under local anaesthesia. Patient was preloaded in left lateral tilt position. Patient was given combined spinal epidural anaesthesia by needle through needle technique. Epidural space found by loss of resistance to free air at 3.5 cm by 18G Touhy needle at L2-L3. Using 29G spinal needle 10 mg of 0.5% Bupivacaine and 25 mcg Fentanyl was given intrathecally. Catheter was fixed at 9 cm. During the procedure ECG, blood pressure and saturation were monitored. 10 minutes after the procedure, she had just been able to move her toes and a sensory block height till T6. Thereafter patient was put in left lateral tilt and oxygen was administered through facemask.

A hysterotomy was done and a female conceptus of weight 7.1 g was extracted. 5 units of oxytocin was administered in the 500 ml ringer lactate (only intraoperative fluid) at 120 ml/hr. Patient\'s heart rate and blood pressure were maintained at high normal range throughout the surgery. Surgery was completed in 30 minutes without any complications.

Under aseptic precautions, Morphine 3 mg in 10 ml normal saline was given after negative aspiration through epidural catheter at 6^th^ and 12^th^ hour postoperatively and epidural catheter was removed. Postoperatively daily examination was done for a week for development of new symptoms or change in murmur character. Patient was discharged in the 8^th^ postoperative day.

Ebstein\'s anomaly is a rare congenital malformation characterised by the downward displacement and elongation of the tricuspid valve,\[[@ref1]\] with poorly contractile right ventricle, and enlarged right atrium\[[@ref2]\] along with tricuspid regurgitation.\[[@ref3]\] The estimated risk of Ebstein\'s anomaly in the general population is 1 in 20000 live births.

The hemodynamic consequences of Ebstein\'s anomaly are determined by functional status of tricuspid valve, size of atrial septal defect, impairment of right ventricle and/or left ventricular function, and presence of Wolff-Parkinson-White syndrome.\[[@ref4]\] Tachyarrythmic sudden death is a threat regardless of the severity of Ebstein\'s anomaly.\[[@ref5]\] There are three case reports in the literature which describes different anaesthetic techniques used for caesarean section in a patient with Ebstein\'s anomaly.

Linter *et al*. describes the successful use of a two-catheter technique for elective caesarean section in a patient with Ebstein\'s anomaly with extradural analgesia.\[[@ref6]\] KrcÍlcová *et al*. used epidural anaesthesia in a woman with Ebstein\'s malformation.\[[@ref7]\] Macfarlene *et al*. used Propofol and Remifentanyl based total intravenous anaesthesia for caesarean section in a patient with Ebstein\'s anomaly complicated by supraventricular tachycardia.\[[@ref8]\]

The right ventricular size and function are impaired in patients with Ebstein\'s anomaly which were further made worse by the hyperdynamic circulatory status of pregnancy. Maternal stress and hypoxemia will raise catecholamine levels which predisposes the pregnant patient eith Ebstein\'s anomaly to various types of arrhythmias. Women with Ebstein\'s anomaly tolerate pregnancy well with good fetal outcomes. The factors associated with increased maternal and fetal risks are the presence of arrhythmias, cyanosis and pre-eclampsia.\[[@ref9]\]

The main anaesthetic concerns in any patient with cardiac disease are maintaining both afterload and preload along with a sinus rhythm. In patients with Ebstein\'s anomaly, care should be taken to avoid major fluid shifts, maintaining catecholamine levels, prevention of bacterial endocarditis and most importantly, prevention of arrhythmias.
